Abstract
Materials and methods
We conducted a cross-sectional survey of 200 credentialed health care providers' in the three regions of Ghana on providers' preference for payment method. We administered closed-ended questionnaires employing 5-point Likert scales for measurement of payment method preference. Descriptive and regression analysis were performed to examine healthcare providers' background characteristics and their association with preferred payment method for primary care.
Results
In general, health care providers prefer the Ghana-Diagnosis-Related Grouping (G-DRG) payment method to fee-for-service and capitation payment methods. Result of bivariate analyses showed that healthcare providers' preference for payment method for primary outpatient services differed significantly by their region of residence (p<0.001). The multinomial logic model showed that being a female (p = 0.013) or healthcare provider in the Volta region PLOS ONE | https://doi.org/10.1371/journal.pone.0221195 August 26, 2019 1 / 13 a1111111111 a1111111111 a1111111111 a1111111111 a1111111111
(p = 0.008) was significantly associated with health provider preference for G-DRG payment method relative to fee-for-service. Similarly, being a healthcare provider in the Volta region (p = 0.026) or Medical Assistant (p = 0.032) was significantly associated with capitation relative to fee-for-service payment method.
Introduction
As demand for health care increases within the context of budgetary constraints, governments are motivated to implement cost-efficiency measures to ensure continuous delivery of quality health care to their populace [1] . At point of service, two efficiency-gains incentives may be applied to contain cost: demand-side incentives to reduce moral hazard and supply-side incentives to induce efficient application of resources [2] . Supply-side, as opposed to demand-side incentives, are deemed a better option because while the demand side incentives, such as copayments, could impose financial hardship on care seekers, supply-side incentives could induce providers to be cost-conscious in order to control expenditure [2] . One such supplyside incentive is reform of the provider payment system. Ghana introduced a National Health Insurance Scheme (NHIS) in 2003 after initial pilot in 45 districts between 2002 and 2003. At the start of full scale implementation of the Scheme the NHIA paid its credentialed providers by fee-for-service method. In 2008, the Authority began payment reforms by introducing diagnosis-related grouping (DRG) method for services at all level of care delivery while maintaining fee-for-service for medicines. On realising that the feefor-service and the DRG payment methods could not help control the observed escalating growth in utilization and claims expenditures, the National Health Insurance Authority (NHIA), which is the regulator, decided to introduce capitation payment for primary care services. Having learned from other experiences that capitation drives down cost [3] , [4] , serves as critical source of income for providers [5] , promotes adherence to guidelines and policies [6] and encourages providers to work better and give health education to patients [7] , the NHIA was not oblivious of the fact that capitation is noted to induce reduction in the quantity and quality of care provided [5] , encourage skimming on inputs, "dumping" of high risk patients and negatively affect patient-provider relationship [8] . The NHIA was, however, convinced that notwithstanding any un-intended negative effect, with a robust monitoring and evaluation system, implementation of capitation payment could contribute to addressing the cost escalation challenge that was being experienced under the G-DRG and fee-for-service payment methods. Capitation payment was, therefore, introduced as a pilot project in January 2012 in the Ashanti region of Ghana in order to identify un-intended implementation challenges to inform its re-design for step-wise implementation across the country.
The introduction of capitation payment in the Ashanti region was, however, met with resistance from provider groups led by the leadership of their professional associations. The leadership of the faith-based health care provider groups was, however, supportive of the capitation payment method as the Executive Director of Christian Health Association of Ghana (CHAG) was reported to have stated that "our pledged support (for capitation payment) is premised on the belief that the pilot has the vibrant objective to promote efficiency of health facilities, introduce managed competition, ensure continuity of care, and also ensure cost containment for payers as well as ensuring financial sustainability of the health facilities without compromising quality of care" (The Ghanaian Times Newspaper of 27/01.2012). Evidence from literature shows that tension between providers and reformers of the payment system tend to slow down the reform process and that such reforms require the intense involvement of all stakeholders, both in the preparation, and implementation of the reform in order to achieve the intended objective [9] .
In the midst of a divided opinion of provider groups on the capitation implementation, the desire of the NHIA to reform its payments methods, and the need to accommodate genuine concerns of provider groups to ensure success of the reform agenda, we found it useful to explore the views of providers to understand their preferred payment method for the various types of services they provide. This study would, therefore, provide evidence to inform the discussion and negotiations during this period of reform. Findings will not only aid the NHIA to improve the implementation arrangements but also provide useful inputs for other low and middle-income countries (LMICs) in their quest to reform their provider payment systems.
Materials and methods

Study design
We conducted a cross-sectional survey of 200 credentialed health care providers' in the three regions of Ghana on providers' preference for payment method. We administered closedended questionnaires on the 200 credentialed providers in the three regions (Ashanti, Volta and Central) using face-to-face interview. Data on the main subject of study centered on provider preference for payment method and their attitude towards the capitation payment policy. We also collected data on the socio-demographic characteristics of respondents.
Research setting
The study took place in three regions of Ghana: Ashanti, Volta and Central regions. Capitation payment policy which is the subject of study was first introduced in the Ashanti region in 2012 and was therefore selected as the "intervention" region for the study. Table 1 below provides the basic socio-demographic and health service/NHIS data on the three regions.
Population and sampling
The NHIS-credentialed providers constituted the study population from which a sample was drawn for interviews. The sample size was calculated based on number of providers credentialed in 2013, the year when the study was designed; and we used the G-power analysis programme (G � Power 3.1) [10] , [11] to determine the appropriate sample size. We assumed an effect size of 0.4, an alpha (α) of 0.05 and beta (1-β) of 0.80; and allocation ratio (N2/N1) of 1.1. The outputs were 200 samples: 95 for group one (Ashanti (intervention) region) and 105 for group two (Central and Volta (control) regions). Based on the number of NHIS-credentialed providers as at the end of year 2013, we then, proportionally, allocated 48% of samples for group two to Volta region and 52% to Central region.
Data analysis
We performed descriptive analysis of healthcare providers' socio-demographic characteristics. We then performed chi-square test to determine relationship between providers' region of residence and their preferred payment method for the various types of services provided under the NHIS in order to understand whether capitation payment would emerge as a preferred payment method for primary out-patients services across all three regions. We also performed a second chi-square test to examine the relationship between health care providers' characteristics and their preferred payment method. Subsequently, we performed a multinomial logic regression model for healthcare providers' preference for payment method for outpatients services with three alternatives: fee-for-service (1), G-DRG (2), capitation (3) with feefor-service being the reference category. Our outcome of interest was "preferred payment method" and the explanatory variables were respondents' socio-demographic characteristics. Healthcare providers in Ashanti region only were then asked to rate their experiences with the capitation payment policy based on a 5-point Likert scale ranging from "don't know" (0) to "strongly agree" (4). This was done to estimate mean scores of 21 performance related statements on the capitation policy to assess performance of the policy from the view point of healthcare providers in the Ashanti region where capitation was being piloted. All the analyses were done using Stata version 13 and Excel 2010. 
Ethical considerations
We obtained ethical approval (certified protocol number: UG-ECH 057/13-14) from the University of Ghana Institute of Statistical, Social and Economic Research (ISSER) Ethics Committee for Humanities (ECH). We had earlier sought official permission from the office of the Director-General of the Ghana Health Service (approval letter dated 18/02/2014) to use the NHIS-credentialed health care providers for the study. All respondents who agreed to participate in the survey signed a consent agreement after they were informed that their participation in the study was optional, and their right to privacy was guaranteed.
Results
Background characteristics of respondents
One hundred and seventy-three (173) out of 200 healthcare providers sampled for the study participated in the survey (representing 86.5% response rate) of which 87 (50%) were females ( Table 2 ). The average age of respondents was 44 years (SD = 11.33). Seventy-two of the respondents (42%) were in Ashanti region, and 121 (70%) were in the urban setting. Seventy respondents (40%) occupied positions other than medical officer, medical assistant, and Nurse-in-charge. One hundred and thirty-three of the respondents (65%) worked in quasigovernment healthcare facilities and 134 (78%) were in the hospital level settings. Respondents' average age in practice was 11.18 years (SD = 9.62).
Healthcare providers' preference for mechanism of payment
Among the different type of payment methods used by the NHIA, majority of healthcare providers preferred to be paid by the G-DRG method, followed by capitation for all type of services, except diagnostics (Fig 1) Relationship between healthcare providers' characteristics and preferred payment mechanism for primary outpatient services
Results of the bivariate analysis showed that healthcare providers' preference for payment method for primary outpatient services differed significantly by their region of residence (p<0.001). However, all other socio-demographic characteristics showed no significant association (Table 4) . The multinomial logic model revealed that being a female is significantly associated with a 1.32 decrease in the relative log odds of showing preference for G-DRG over fee-for-service payment method (Table 5) . However, being a healthcare provider in the Volta region was significantly associated with a 1.89 increase in the relative log odds of showing preference for feefor-service payment method and a 2.254 decrease in the relative log odds of showing preference for capitation payment versus fee-for-service. Healthcare providers' setting (urban/rural) showed a positive association at 10% significance level (p = 0.051) for G-DRG relative to feefor-service. Being a Medical Assistant was also significantly associated with a 2.465 increase in relative log odds of showing preference for capitation relative to fee-for-service.
Attitude of health care providers in Ashanti region towards capitation payment policy
Results of analysis on the 21 performance statements on the capitation payment policy in the Ashanti region are summarized in Table 6 .
Respondents scored most of the statements halfway between "disagree" and "agree" on the 5-point Likert scale. The performance statement "Capitation is a good way of eliminating provider shopping" was scored the highest, halfway between "disagree" and "agree" while "The capitated rate is enough to cover the primary OPD expenses on the insured clients", was scored the lowest, halfway between "strongly disagree" and "disagree". Results of the descriptive statistics also showed that respondents acknowledge that capitation will ensure continuity of care through referral system, slows down growth in utilization and reduce NHIA expenditure.
Discussion
Healthcare providers' preference for payment mechanism and their attitude towards capitation payment method Different payment methods attract different responses from providers; and provider perception of a payment method could influence their preference for a particular payment method. Findings from our study show that the G-DRG is the most preferred payment method for many providers across the three regions. The data, however, show that the Volta region exhibited high consistency in their preference for the G-DRG and their unwillingness to accept capitation and fee-for-service payment methods. In the Ashanti region, looking at the absolute proportions, capitation payment appears to be the preferred payment method for both primary and non-primary out-patients services as well as in-patients services. However, considering that all three payment methods scored below 50%, it could be said that providers in the Ashanti region neither accept nor reject any of the payment methods in full. The same may be said of the Central region which exhibited similar trend in the analysis. The situation is, however, different in the Volta region where providers reject capitation as a payment method. By implication, one could conjecture that providers in the Volta region are more likely to resist the implementation of capitation payment in the region while those in Ashanti and Central regions are likely to accommodate its implementation. The reasons adduced for the initial resistance to the introduction of capitation payment in the Ashanti region, which attracted widespread, and to some extent, negative media reportage, may have negatively influenced the perception of providers in the Volta region to express their unwillingness to accept capitation as a payment method under the NHIS. The trend in Ashanti suggests that after resisting its introduction at the initial stage, providers in the region may have later recognized and, therefore, come to terms with the positive attributes of capitation payment method. This may be said to have a reflection in the performance statements 1, 2, 5, 6, 14 and 15 ( Table 6 ) that were scored between 2.72 and 2.83 by health care providers. These statements were a mix of positive and negative attributes of capitation payment method and considering that all the negative attributes scored less compared to the positive attributes one may infer that providers' appreciation of positive attributes outweighs the negative ones. Earlier studies on the capitation implementation in the Ashanti region [12] and [13] reported of fierce resistance to the capitation policy by medical professionals, civil society (Table 3) . The results further showed that providers in Ashanti region prefer capitation over G-DRG and fee-for-service payments for primary outpatients' services (47%), non-primary outpatients' services (39%) and inpatients services (37%). Health care providers in the Volta region preferred G-DRG (79%) to capitation and fee-for-service payments while those in Central showed no clear preference for any particular payment method.
https://doi.org/10.1371/journal.pone.0221195.g001 organizations and politicians especially during the pre-implementation and early stages of implementations for what they perceived as its potential negative effect on primary care delivery. The initial resistance may be attributed to the reported lack of clarity in the minds of providers between the capitation payment and the G-DRG [14] and as reported in one of Ghana's national newspapers, the chairman of the Society of Private Medical and Dental Practitioners (SPMDP) admitted that "lack of education caused the controversy and misunderstanding between the Society of Private Medical and Dental Practitioners in the region and the National Health Insurance Authority" (Ghana News Agency in The Daily Guide Newspaper of 01/12/ 2012). This is also confirmed by Dodoo who noted that stakeholder understanding of the capitation payment policy was generally low during pre-implementation and implementation periods which negatively affected their interest and position on the policy [15] leading to the perception that the policy was detrimental to health care providers' capacity to provide quality healthcare. The same can be deduced from a study by Koduah et al [13] who pointed out that perceived and real bureaucratic power which characterized the pre-implementation and implementation stages of the pilot pushed the providers to assert their own powers to "contest and resist various aspects of the policy and its implementation arrangements" without recourse to the technical arguments that are in favour of the capitation payment method. Another key reason for the initial resistance was the perception that the introduction of capitation payment policy in the Ashanti was politically motivated [13] , [16] , [17] to induce a reduction in the quality of care in the region and thereby cause untimely deaths of potential voters who are perceived to be sympathisers of the then opposition New Patriotic Party. One may also not rule out the fact that providers' perceived low capitated rates contributed to the initial resistance as reported by Dodoo [15] and Opoku et al [18] . Providers felt that the per capita rate was low [13] , non-risk adjusted [19] , [13] and lacked clarity on how the per capita rates were calculated [13] , [17] . Another plausible reason for the initial resistance was that providers perceived capitation as exposing their facilities to financial risk [12] , [18] , [19] as may also be inferred from performance statement 19 ( Table 6 ) that was scored about the lowest (1.8) by the health care providers. It is, therefore, plausible to also attribute the seeming preference of providers in the Ashanti region for capitation which scored 46% being the highest to speculation among the public that providers may have identified weaknesses in the design and implementation arrangements and are, therefore, taking advantage to "game" the system. The latter calls for concern and the NHIA may have to critically study the system and improve on the implementation process to avert any such attitude of providers, if indeed the speculation can be substantiated.
Strengths and limitations
Our study finds strength in the survey design which is relatively suitable for the collection of substantial data on socio-demographics, perception, attitude and behaviour and as such, is Provider preference for payment method widely used in areas such as health and social sciences. We, acknowledge some limitations, one being the lack of in-depth interviews which could have provided opportunity to probe deeper into respondents' responses to better understand the reasons for their preference of payment method. Another limitation is the comparison among the three regions with some background differences. We, however, also acknowledge the similarities in the demographic and socio-economic characteristics of the two control regions, as well as the similarities in the NHIS/health service data across the three regions which allow for a reasonable level of comparison among the three regions. Findings of the study therefore provide valuable input to enrich the redesign of the capitation payment policy for a smooth implementation.
Conclusion
This paper sought to explore provider preference for payment method under the National Health Insurance Scheme in Ghana with the view to contributing to the debate on whether or not to migrate from pilot to full-scale implementation of the capitation payment method that attracted resistance of providers through the leadership of their professional associations. Findings from our analysis suggest that, in general, health care providers prefer the G-DRG that was introduced in 2008 to capitation and fee-for-service payment methods. However, the individual level analysis suggests that whereas providers in the Volta region are more likely not to accept capitation as payment method, those in the Ashanti and Central regions neither accepted nor rejected it in totality. We, therefore, conclude that although G-DRG is the most preferred payment method for all service types across all regions, capitation payment as an option for primary care services in Ghana should not be ruled out of the discussion. More Provider preference for payment method education and involvement of health care providers in the (re) design, development and implementation of the policy is, however, recommended. 
Supporting information
S1
